tant disease of the left anterior descending artery in four (40%) of these 10 patients and in five (18%) of the 28 with inferior infarcts with reciprocal depression but without ST depression in the same leads on exercise. Five (26%) of the 19 patients with anterior infarcts with associated reciprocal depression and four of the 14 without reciprocal depression had important right coronary artery disease. In patients with inferior infarction important disease of the left anterior descending artery could not be predicted by ST depression in particular lead groups. Therefore reciprocal ST depression during acute myocardial infarction does not predict concomitant disease in the coronary artery supplying the reciprocal territory.
ST segment depression in leads remote from those showing ST segment elevation has been attributed to a wide variety of mechanisms. Some workers have suggested that this represents a benign electrical phenomenon.' -3 Others have suggested that it is due to ischaemia in another region distant from the infarct46 or that it is simply a manifestation of a large infarct. 78 Jennings et al and Salcedo et al showed a correlation between anterior ST depression during acute inferior myocardial infarction and disease of the left anterior descending artery. 69 Jennings et al also found ST depression in the same leads on exercise testing early after infarction, and this was interpreted as implying reversible ischaemia in the non-infarcted area. These studies, however, were of patients selected for angiography because of persistent symptoms or complications and they were probably biased towards the inclusion of patients
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Accepted for publication 16 July 1985 with extensive coronary artery disease. We have attempted to determine the relation, if any, between reciprocal ST segment depression in acute myocardial infarction and disease in the coronary artery supplying the reciprocal territory.
Patients and methods
This was a prospective study of 96 consecutive patients aged < 55 years admitted to the coronary care unit of this hospital with a first transmural infarction. Six patients died in hospital and six more were excluded because of heart failure (two), unwillingness to participate (two), or additional severe non-cardiac disease (two). The remaining 84 patients (74 males, 10 females; mean age 46 5 years) had exercise tests six weeks after infarction, and coronary angiography a mean of three months after infarction (range 1-6 months). The diagnosis of acute myocardial infarction was based on a history of prolonged chest pain, development of Q waves, and a rise in the concentration of serum creatine kinase to at least twice that at baseline. Three 12 lead electrocardiograms (on admission and 24 hours and 48 479 
